. Our weekly huddle serves to surface logistic, safety or equipment concerns, generate and mark progress on improvement ideas amongst stakeholders. On operating room (OR) days, we conduct a 5 minute huddle prior to case start to review cases, anesthetic approach, positioning and equipment needs.
INTRODUCTION AND OBJECTIVES: Iatrogenic urethral injury due to unsuccessful Foley placement continues to be a serious, but preventable, problem. Urological Foley consultation, in select cases, is warranted but is not always the answer. The aim of our study was to detect differences between simple and difficult Foley consults in men and to identify areas for educational intervention.
METHODS: We retrospectively reviewed urological catheter consults in men from 7/2016 to 9/2017. Consultation variables included time of year and consulting service (surgery vs non-surgery). Patient variables included age, known genitourinary (GU) diagnosis and/or surgery. Type of Foley placed and any urological trauma was recorded. Each consult was classified as "simple" (straightforward regular/coude) or "difficult" (difficult coude/wire/cystoscopy/suprapubic tube). T-test and Chi-square/Fisher's Exact analysis was performed.
RESULTS: We identified 276 men for which Foley consultation was placed. 216 patients (78.3%) were simple and 60 patients (21.7%) were difficult. The average age in both groups was 70 years old (p[0.97). There was no difference in prior GU diagnosis (62.7% vs. 63.3%, p[0.47) . When comparing individual diagnoses, there remained no difference between groups. More patients in the difficult group had prior GU surgery (26.7% vs. 16.7%, p[0.12) . When comparing individual surgeries, transurethral resection of bladder tumor was higher in the simple group (11.1% vs 0%, p<0.001) and hypospadias/stricture repair was higher in the difficult group (25% vs 2.8%, p[0.009). There was no seasonal difference in simple vs difficult consults (p[0.88). Non-surgical teams placed more consults for simple catheters than surgical teams (80.6% vs 19.4%, p <0.001). Urethral trauma was higher in the difficult group (46.7% vs 27.8%, p[0.009).
CONCLUSIONS: A majority of Foley catheter consults are "simple," however, urologic consultation for catheterization may be warranted in patients with previous hypospadias/stricture repair. Surgical teams more often consulted for truly difficult catheterizations, perhaps due to increased familiarity with Foley placement compared to non-surgical colleagues. More trauma was documented with "difficult" catheterization likely related to multiple attempts in the face of a true obstruction. Therefore, additional urethral catheterization training for surgical, but especially non-surgical services (nurses and residents), should be targeted to not only prevent unnecessary consultation but to improve patient care while reducing harm.
Source of Funding: None. Well-designed incentive structures can help individuals overcome barriers to engagement in a variety of activities, including education. Quality improvement (QI) education is required for urology residents, yet engagement may suffer from a perceived lack of learner interest. Our objective was to compare resident participation in a urologyspecific QI curriculum with two difference behavioral incentives: teambased competition versus individual incentives.
MP10-19 JUST A NUDGE: APPLYING BEHAVIORAL INCENTIVES TO ENGAGE RESIDENTS IN QUALITY IMPROVEMENT EDUCATION
METHODS: We conducted a multicenter cluster randomized trial of ACGME-accredited urology residency programs stratified by size. Programs were randomized to either a team-based competition or an individual incentive environment. In both, residents participated in an identical QI program on QstreamÒ, a web-based, mobiledevice-compatible platform. Biweekly for 12 weeks, residents were emailed a link to the platform introducing 20 clinical-scenario-based questions. In the team-based competition environment, weekly leader boards displayed team standings. In the individual incentive arm, residents were eligible for a weekly loss-framed incentive that required the winner be current on attempted questions. Our primary outcome was percentage of questions attempted. Secondary outcomes included participation, defined as attempt of at least 1 question, and mastery, correctly answering a question twice-in-a-row.
RESULTS: We enrolled 453 residents from 36 accredited urology residency programs. Significantly more residents participated in the team-based competition than the individual-incentive environment (71% vs. 58%, p[0.005) . Residents in the team-based competition not only attempted a greater percentage of questions than those in the individual incentive environment (60% vs. 44%, p<0.001), but Vol. 201, No. 4S, Supplement, Friday, May 3, 2019 THE JOURNAL OF UROLOGY Ò e125
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